This study examines clinical and family predictors of perceived need for treatment and engagement in mental health treatment services among community-referred racial/ethnic minority adolescents and their primary caregivers. Findings indicated that the majority of families perceived a need for treatment, but that perceived need was not associated with treatment engagement. Family factors (i.e., low cohesion and high conflict within the family) predicted perceived need for treatment among adolescents, whereas clinical factors (i.e., adolescent internalizing and externalizing symptomatology) predicted caregiver perceived need for adolescent treatment. Neither clinical nor family factors predicted treatment engagement.
Introduction
Despite the availability of promising efficacious mental health treatments for youth (e.g., Chorpita et al. 2011 ), a substantial proportion of juvenile mental health needs go largely unmet, with only one-fourth to one-half of youth with mental health disorders receiving treatment (Costello et al. 2014; Merikangas et al. 2010) . Of particular concern, research suggests that racial/ethnic minority youth are less likely to seek professional mental health treatment compared to White youth, (Alegría et al. 2010 (Alegría et al. , 2012 Garland et al. 2005) , despite demonstrating similar, if not higher, treatment needs (e.g., Merikangas et al. 2010) . Given this high unmet mental health need, the present study aimed to determine predictors of perceived need for treatment and engagement in outpatient mental health services among communityreferred racial/ethnic minority adolescents. Identification of such predictors can be helpful in efforts to improve access to and uptake of behavioral health services among youth in need of services.
Previous research examining predictors of treatment service use among adolescent populations has primarily focused on relations between client-centered variablesusually demographics and some measure of clinical status-and treatment engagement. Many of these studies were guided by a well-validated, multi-level theoretical model, Andersen's behavioral model of healthcare use (Andersen 2008) , which posits that there are three main influences on whether a person seeks treatment for his or her problems: (1) need for services (e.g., clinical status such as diagnoses and severity of symptoms), (2) predisposing characteristics (e.g., demographic factors), and (3) enabling characteristics (e.g., insurance status). Findings from these studies for youth populations reveal that need variables are the most significant predictors of mental health service use, while predisposing and enabling characteristics typically account for little additional variance (Babitsch et al. 2012) .
Need for services is typically demonstrated by level of symptom severity, type of disorder, and psychiatric comorbidity. In particular, youth who exhibit (a) more severe symptomatology (Leaf et al. 1996; Kataoka et al. 2002; Merikangas et al. 2010 Merikangas et al. , 2011 symptoms that rise to levels that meet diagnostic criteria for mental health disorders (Burns et al. 1995; Cheng and Lo 2010) , (c) externalizing 1 3 (rather than internalizing, substance use, or eating) problems (Brannan et al. 2003; Merikangas et al. 2010; Wu et al. 2001) , and/or (d) psychiatric comorbidity (Costello et al. 2003; Hogue and Dauber 2011; Storr et al. 2007 ) are more likely to seek treatment due a perception of need on their own or a caregiver's behalf. However, Hispanic and African American families are significantly less likely than White families to seek treatment for adolescent mental health problems, regardless of level of need (Angold et al. 2002; Flisher et al. 1997; Kataoka et al. 2002; Leaf et al. 1996; Merikangas et al. 2010; Pumariega et al. 1998) . Perceived need encompasses motivation, which can be a result of intrinsic or extrinsic pressure to seek out treatment services (Leon et al. 1994) .
The extent to which predisposing or enabling factors contribute to treatment seeking is less clear, given inconsistent findings in prior research. Some studies have identified significant predisposing and enabling factors, including adolescent gender and age, caregiver education level and marital status, and medical insurance coverage (Alexandre et al. 2008; Cheng and Lo 2010; Elhai and Ford 2007; Freedenthal 2007; Phillips et al. 1998; Solorio et al. 2006) . However, many studies have failed to take into account important covariation among need, predisposing, and enabling factors. For example, some studies indicate that boys are more likely than girls to use mental health services (Burns et al. 1995; Padgett et al. 1994 ). This could be attributed to the fact that boys are more likely to exhibit externalizing problems (which, as described above, are more strongly associated with receipt of services) while girls are more likely to exhibit internalizing problems (e.g., Achenbach et al. 1995) . Similarly, sociodemographic data tend to covary and therefore may reflect the influence of socioeconomic status (SES) and the larger societal system influences on service use. For example, caregivers who have reached higher education levels are likely to be of higher socioeconomic status and therefore may have higher income and better access to health insurance compared to lesser educated caregivers and lowincome families, which may mean more access to services. Although this prior work has explained some of the variance in service use among adolescent samples, some posit that the model is not thoroughly explanatory due to its exclusive focus on youth-centered variables, which do not account for vital developmental and ecological information, particularly the role of family factors.
Family Predictors of Mental Health Treatment Attitudes and Engagement
Along with individual-level factors, family factors appear to play a key role in perceived need for and engagement in mental health treatment for adolescents. Youth typically do not seek out professional services on their own, but instead seek help from networks of support (e.g., parents, school personnel). When professional services are sought, youth tend to be directed to them by primary caregivers, teachers, juvenile justice authorities, and other adults, given that guardian permission is required to access services and insurance (Schonert-Reichl et al. 2013; Gulliver et al. 2010) . Of particular relevance to racial/ethnic minority youth, familial support in accessing services may be limited due to specific cultural attitudes and beliefs (e.g., stigma, mistrust, disparate definitions of mental illness) that may influence caregivers' perceptions of needing or wanting mental health treatment for their child (Abdullah and Brown 2011; Corrigan et al. 2014) . Therefore, research on ethnic/racial minority adolescent populations is needed that shifts away from focusing primarily on client-centered predictors of treatment-seeking and service use to a developmental-ecological approach that integrates influences from the adolescent's environment and centralizes the influence of family.
Research consistently suggests that family relationship dynamics significantly impact the home environment and therefore adolescent development, and can play a role in family decisions to seek out treatment services for youth emotional and behavioral problems. In particular, youth who experience cold, unsupportive, and neglectful home environments, as well as those characterized by overt conflict, including recurrent episodes of anger and aggression, are at increased risk for mental health problems (e.g., Repetti et al. 2002; Sheidow et al. 2014) . Although some research suggests that youth from home environments characterized by poor relationship dynamics are more likely to seek out treatment services (Gopalan et al. 2010) , work is still needed to determine (a) whether need for such services is perceived by both adolescents and their caregivers and (b) the extent to which these families succeed in engaging in services.
Adolescent perceptions of caregivers' parenting practices, and in particular their perspective of the capacity that caregivers have to enact and enforce rules (i.e., parental containment; Schneider et al. 2003) , can also shape the family environment and therefore influence engagement in mental health services. Although some studies have examined the impact of parental monitoring on youth adherence to medical treatment services (e.g., Hommel et al. 2011; Palmer et al. 2010) , research into the influence of parenting practices on engagement in mental health treatment services is scarce. Luthar and Goldstein (2008) found that adolescents' perceptions of parental containment were associated with externalizing behavior-that is, adolescents who perceived more rules and stricter rule enforcement by caregivers were less likely to engage in substance use, delinquency, and rule breaking. Given this finding, it is possible that perceptions of treatment need are higher for caregivers who exercise lower 1 3 levels of parental containment. In addition, adolescent perceptions of parental containment, and particularly the extent to which they believe they must adhere to caregiver rules, may influence engagement in treatment services.
It is particularly important to understand the impact of family factors on perceptions of treatment need and engagement in services for African American and Hispanic families in the U.S. Racial/ethnic minority youth and adults are less likely to access mental health treatment services (Alegría et al. 2010 (Alegría et al. , 2012 ) and demonstrate higher rates of stigma associated with mental illness (Abdullah and Brown 2011) . In addition, authoritarian parenting styles are more common among racial/ethnic minority caregivers (Weis and Toolis 2010) and thereby may be more central in determining the extent of adolescent treatment engagement compared to families who take more authoritative or permissive approaches to parenting. And finally, racial/ethnic differences in SES have led to differences in neighborhood quality and conditions, meaning that African American and Hispanic communities often lack adequate community-based opportunities and resources, including access to high quality healthcare (Williams et al. 2010) . To mitigate these differences, it is critical to learn more about the influence of both adolescent clinical symptomatology and family factors of perceptions of treatment need and treatment engagement specifically for African American and Hispanic youth.
The Present Study
Perceived need for treatment has been proposed as an important first step in the path to seeking mental health treatment (Andrade et al. 2014) . Because the vast majority of adolescents with mental health problems do not seek professional help (Merikangas et al. 2010) , it is important to differentiate whether these youth and their families feel the need to seek help but do not translate this need into action, or do not perceive any need for treatment at all. Further, although family variables have emerged as important influences on how adolescents utilize mental health services (e.g., Gopalan et al. 2010 ), further research is needed to examine whether these factors predict perceptions of treatment need and the extent to which treatment services are utilized, particularly for racial/ethnic minority youth. To address these issues, this study used data from a sample of community-referred racial/ ethnic minority adolescents and their primary caregivers to examine clinical and family predictors of perceived need for treatment and engagement in outpatient mental health treatment services. Study hypotheses were as follows:
1. In addition to adolescent clinical symptomatology (i.e., internalizing and externalizing problems), family characteristics (i.e., family cohesion and conflict; parental containment) would predict perceived need for treatment. 2. Over and above adolescent clinical symptomatology and demographic characteristics, family characteristics would predict intake attendance and treatment initiation.
This study aims to contribute to the literature in a number of ways. First, it incorporates multidimensional conceptualizations of adolescent clinical symptomatology, family factors, and perceived need for treatment by including data reported by both caregivers and adolescents. Because youth and caregivers typically show weak concordance on measures of psychological symptoms leading to referral, familybased assessment is essential for capturing a complete picture of perceived treatment need (e.g., De Los Reyes et al. 2015) . Further, research shows that adolescents are better at recognizing mental health problems in themselves than parents are in recognizing such problems in their children (Williams et al. 2011 ). However, youth may benefit from assistance from gateway providers (e.g., caregivers, school personnel, juvenile justice) in accessing mental health services (McKay and Bannon 2004) . Thus, information on predictors of perceived need and treatment engagement from multiple perspectives is critical to better inform how this treatment-seeking collaboration could work best for families.
Second, this study provides a prospective account of perceptions of treatment needs and service utilization among youth currently experiencing mental health problems. To date, extant literature primarily encompasses retrospective studies of treatment-seeking (e.g., Merikangas et al. 2011) or studies that use hypothetical scenarios to determine what youth would do if they needed help in the future (e.g., Mojtabai 2007; Oliver et al. 2005) . Reliance on retrospective reports from youth with past involvement in treatment systems is problematic because youth who are involved in multiple systems of care typically demonstrate poor recall of past services received and the context of service provision (e.g., identification of the professional designations of their providers and system affiliations; Li et al. 2015) . Reliance on hypothetical scenarios regarding perceptions of need and treatment-seeking raises concerns similar to those posed by economists regarding the hypothetical bias (e.g., Loomis 2011)-that is, when asked to imagine how much they would pay for a product, participants proffer substantially less than they would pay in an actual transaction. Thus, research focusing on families that are currently experiencing such problems is more likely to result in accurate and generalizable findings.
Finally, participants in this study constitute a sample of racial/ethnic minority youth with unmet treatment needs and their primary caregivers, who experience unique cultural risk factors that likely impact perceptions of, and access to, 1 3 treatment. Study recruitment procedures were designed to identify adolescents with untreated mental health or substance use disorders and to assist them in enrolling in available community-based treatment services. To recruit adolescents with unmet treatment needs, research staff developed a referral network of high schools, family service agencies, and youth programs in inner-city areas within New York City. Referrals were made for youth between 12 and 18 years of age living with a primary caregiver and not currently receiving treatment, but who were observed or suspected by a referral partner as having significant behavioral problems deemed beyond the scope of routine services available within the referral network (e.g., guidance/counseling services at schools, case management in family agencies). As described in detail below, upon entry into the study, youth were then linked to appropriate behavioral treatment services with extensive support provided by research staff in attending a first intake appointment.
Method

Study Design and Participants
Data for this study were collected as part of a randomized trial focused on assessing the effectiveness and implementation quality of routine family therapy compared to usualcare behavioral health services delivered in naturalistic settings with a sample of ethnically and racially diverse youth (see Hogue et al. 2015 for details). The subsample in the present study consisted of 187 adolescents (M age = 15.6 years, SD = 1.4 years) and their primary caregivers residing in New York City. From the larger trial (N = 205), 18 families were not included due to missing data on some or all of the outcome variables. Participating families experienced high levels of systems involvement and high rates of behavioral health problems with substantial comorbidity Hogue and Dauber 2011) . Adolescent and family demographic characteristics, including youth psychiatric diagnoses, are presented in Table 1 . Sixty percent of the adolescents in this sample self-identified as Hispanic (n = 112), 21% as African American (n = 40), 15% as multiracial (n = 28; predominantly Hispanic and African American), and 4% as a different racial/ethnic background (e.g., White, Asian; n = 7).
Referral network partners recruited participants and made referrals to research staff during site visits and also by phone and confidential email. Study staff then contacted referred families by phone and offered them an opportunity to participate in a home-based family research interview to assess the reason for study referral and discuss current developmental challenges. Adolescents were referred primarily from school staff (79%), but also from community-based family service agencies (12%), juvenile justice or child welfare sources (5%), and other sources (4%). Family eligibility criteria were assessed during this initial interview and included the following: (1) adolescent age 13-18; (2) one primary caregiver willing to participate in treatment; (3) adolescent met DSM-IV diagnostic criteria for Oppositional Defiant Disorder, Conduct Disorder, and/or Substance Use Disorder; (4) family was motivated to attend outpatient behavioral health treatment, and the adolescent was not participating in any other behavioral treatment; (5) adolescent had insurance coverage accepted at study treatment sites. Within two weeks of this screening, eligible families interested in seeking treatment participated in the baseline phase of the study, consisting of a second home-based research interview, randomization to treatment condition, and linkage to the designated treatment services.
Linkage to treatment was a unique feature of this study and entailed family engagement and case management procedures undertaken by research staff, which were designed to counteract common barriers to accessing and enrolling in outpatient mental health treatment, including time demands, scheduling conflicts, privacy concerns, affordability, and logistical barriers (e.g., lack of transportation, waitlists). Research staff provided both instrumental support (e.g., physically accompanying families to intake appointments, supplying public transportation fare, providing reminder phone calls to adolescents and caregivers) and relational support (e.g., education on the nature of counseling and other clinic processes, encouragement to hesitant, nervous, or skeptical adolescents and caregivers) to assist families in attending an initial intake appointment. All study families were provided with linkage to an initial intake appointment, and some families also accepted linkage support to additional intake interviews and/or the first session of treatment. Because this linkage was an important component of the research design, analyses examining treatment engagement controlled for the amount of instrumental and relational support that was provided to families (described below). Six outpatient clinical treatment sites accepted study cases as standard community referrals. Therapists at each site volunteered to participate in the study and did not receive any external training, financial or logistical support, or requests to alter their routine clinical practices in any way. Participating clinics were easily accessible via public transportation and provided usual-care services to study families, consisting of weekly treatment sessions and in-house psychiatric support. Study referral, assessment, and treatment engagement rates are summarized in the CONSORT flow diagram (Fig. 1) .
Measures
Data for this study were collected during home-based structured interviews with adolescents and participating caregivers and also from clinic records. Caregiver interviews were administered in the preferred language (77% English, 23% Spanish) and both caregivers and adolescents received vouchers for completing their respective interviews.
Perceived Need for Treatment
Two items adapted from the Addiction Severity Index (McLellan et al. 1992 ) were used to assess perceived need for treatment whenever either an adolescent or caregiver reported adolescent clinical symptoms that met full criteria for a DSM-IV diagnosis: "During the past month, how much have you been troubled or bothered by [fill in the endorsed DSM-IV symptoms]?" and "Is treatment in this area important to you, and if so, how much?" Participants responded not at all (0), a little (1), or a lot (2) to both items and scores were averaged across all positive diagnoses. DSM-IV diagnoses were assessed using the Mini International Neuropsychiatric Interview (Version 5.0; Sheehan et al. 1998 ) and included oppositional defiant disorder (ODD), conduct disorder (CD), and attention deficit/hyperactivity disorder (ADHD) for both adolescents and caregivers. In addition, adolescent assessments included major depressive disorder, dysthymia, generalized anxiety disorder, post-traumatic stress disorder, alcohol use disorder, and marijuana use disorder. The final perceived need for treatment score was computed by summing the mean troubled/bothered score with the mean treatment importance score. This operationalization has been used successfully in prior research with this sample (Hogue et al. 2014) .
Intake Attendance and Treatment Initiation
Data on the number of appointments kept were recorded by participating therapists. Intake attendance was defined as attending an intake session at the assigned treatment site. Treatment initiation was defined as the completion of an initial treatment session after completing the full intake process at the assigned treatment site. 
Adolescent Symptomatology
Adolescent clinical symptomatology was assessed with the adolescent-reported Youth Self-Report (YSR) and caregiverreported Child Behavior Checklist (CBCL; Achenbach and Dumenci 2001) . These parallel measures of youth behavioral and emotional problems yield a number of subscales, some of which assess internalizing problems (i.e., social withdrawal, somatic complaints, anxiety/depression) and externalizing behavior (i.e., delinquency, aggression) and were used in the present study. Respondents are instructed to indicate how true each statement is based on a 3-point Likert-type scale: not true at all (0), somewhat or sometimes true (1), or very or often true (2). The validity and reliability of the YSR and CBCL have been widely documented with diverse populations of adolescents (e.g., Dakof et al. 2001; Doyle et al. 2007) . With the present sample, internal consistency ratings suggested acceptable reliability (Cronbach's α = .89-.93 for internalizing and externalizing scales of the YSR and CBCL). This is consistent with reliability reported from previous studies using these measures (e.g., Achenbach 1991a, b; Achenbach and Dumenci 2001) .
Family Environment
Both adolescents and caregivers reported on family environment using the Relationship Dimension from the Family Environment Scale (FES; Moos and Moos 1994) . This High-risk adolescents referred by schools and community agencies N = 732 Family could not be contacted n = 236 (32%)
Family contacted for eligibility screen interview N = 496 Family refused to participate in screen n = 99 (20%)
Adolescent and caregiver completed screen interview N = 397 Adolescent not eligible for study n = 128 (32%)
Eligible families N = 296
Eligible but family refused participation n = 40 (10%)
Eligible but family could not be contacted to schedule baseline interview n = 42 (11%) Family randomized to study condition and baseline interview completed N = 187 (total sample) Family did not complete first intake interview (no intake attendance) n = 43 (22%) Family completed first intake interview N = 144 (intake attendance)
Family did not complete intake process (no treatment attendance) n = 84 (58%)
Family completed first treatment session N = 60 (treatment attendance) dimension includes two 10-item subscales of engagement among family members: cohesion and conflict. Study participants were asked to indicate whether each item was true (1) or false (0) (e.g., "Family members rarely become openly angry"; "Family members really help and support one another"), with item scores summed and higher scores indicating more family stress. Moos and Moos (1994) documented acceptable internal consistencies and good validity of these two subscales. In the present study, internal consistencies for these subscales were acceptable and within range of prior studies (Cronbach's α = .50-.68), but were somewhat lower than other measures included in this study.
Perceived Parental Containment
Adolescents responded to a youth-report version of the Parental Containment Scale for Children (Schneider et al. 2003) , which assesses adolescents' beliefs that particular deviant behaviors would elicit stringent disciplinary repercussions from caregivers (Luthar and Goldstein 2008) . This 14-item scale, consisting of four subscales of errant behavior (i.e., substance use, delinquency, rudeness, academic disengagement), asks respondents to indicate how serious the consequences from caregivers would be if they were discovered engaging in specific behaviors (e.g., rude to an adult relative; played truant from school on the day of an important exam) on a 5-point Likert scale (1 = not at all serious, 3 = moderately serious, 5 = extremely serious).
Internal consistency with the current sample demonstrated strong reliability (Cronbach's α = .90). The validity of this measure has been established in prior research (Luthar and Goldstein 2008) .
Statistical Analysis
First, preliminary analyses examined differences in all study variables by adolescent demographic characteristics: gender, ethnicity, age, household income, and caregivers' education. Second, hierarchical linear regression analysis was utilized to examine the extent to which adolescent clinical symptomatology and family factors predicted (1) adolescents' perceived need for treatment and (2) caregivers' perceived need for treatment for their adolescents. Demographic covariates were entered into Step 1, adolescent symptomatology was entered into
Step 2, and family factors (i.e., family cohesion and conflict; parental containment) were entered into Step 3. Third, logistic regression models were run to examine the impact of adolescent symptomatology and family factors on (3) intake attendance and (4) treatment initiation.
In each of these models examining treatment engagement, all independent variables, including demographic covariates (i.e., gender, ethnicity, age, household income, and caregivers' education), were entered simultaneously. Linkage to treatment was also included as a covariate to indicate whether families were provided with linkage services only to the initial intake (coded as 0) or whether the linkage process extended to additional sessions after this first appointment (coded as 1). As reported by Hogue et al. (2015) , there were no between-condition (family-based versus non-family treatment clinics) differences in attending a first intake session or in total number of treatment sessions completed, so study condition was not included as a covariate. Given the very small percentage of missing data for all study variables (0-6%), listwise deletion was used.
Results
Preliminary Analyses
Rates of DSM-IV diagnoses were high among adolescents in the study sample, based on both adolescent self-reports and caregiver reports (see Table 2 ), and mean perceived need for treatment scores were significantly correlated with the number of diagnoses for which youth met diagnostic criteria (r = .53 and .69, p's < .001, for adolescent and caregiver reports, respectively). Descriptive analyses indicated that the majority of adolescents (64%) and caregivers (82%) perceived some degree of need for treatment (95% of families combined). Perceived need scores, ranging between 0 and 4, were significantly higher for caregivers (M = 2.82, SD = 1.56) than for adolescents (M = 1.52, SD = 1.35; t = 7.84, p < .001). Adolescent and caregiver perceived need scores were not significantly correlated (r = − .11, p = .16); 24.0% of caregivers and 38% of adolescents did not perceive any need for treatment. As shown in Fig. 1 , almost a quarter of adolescents never attended an intake session (23%); of those who did, 59% did not attend an initial treatment session. Bivariate analyses indicated that adolescent and caregiver perceived need scores were not significantly associated with intake attendance (OR = 1.0, p = .99 and OR = 1.04, p = .72, respectively) or treatment initiation (OR = 1.22, p = .10 and OR = .99, p = .96, respectively).
Adolescent females had higher perceived need scores compared to adolescent males (t = 4.99, p < .001) and females were more likely to attend a treatment session than males (χ 2 = 3.68, p < .05). There were no racial/ethnic differences in any of the outcome variables and no significant demographic differences in caregiver perceived need scores. In addition, few gender and racial/ethnic differences were identified among the adolescent-reported clinical and family predictors. Adolescent females reported more internalizing symptoms (t = 5.71, p < .001), externalizing symptoms (t = 3.33, p < .001), and family conflict (t = 2.19, p < .01) than adolescent males. Hispanic adolescents reported higher 1 3 levels of parental containment (F = 2.79, p < .05). There were no significant gender or racial/ethnic differences in parent reports of adolescent clinical symptomatology or family predictors.
Predicting Perceived Need and Treatment Engagement
Results of the hierarchical linear regression models examining predictors of perceived need for treatment are presented in Table 3 . Findings indicated that adolescent clinical symptomatology did not predict adolescents' perceived need for treatment, but did predict greater perceived need for adolescent treatment among caregivers. Regarding the family predictors, results indicated that lower levels of adolescentreported family cohesion and higher levels of adolescentreported family conflict significantly predicted greater perceived need for treatment among adolescents. None of the family factors examined predicted caregivers' perceived need for treatment for their adolescents. Adolescent females perceived a greater average need for treatment than adolescent males, although adolescent gender did not predict level of caregivers' perceived need for treatment.
Results from the logistic regression models examining predictors of intake attendance and treatment initiation, presented in Table 4 , indicated that none of the adolescent clinical or family factors predicted these outcomes. However, three covariates-adolescent age, gender, and household status-emerged as significant predictors of treatment initiation. Specifically, females and older adolescents were more likely to engage in treatment, as were those from households with income greater than $22,000, which represented the federal poverty level at the time of study data collection.
Discussion
This study aimed to understand the impact of caregiver and adolescent perceptions of adolescent clinical symptomatology and family factors on caregiver and adolescent perceived need for adolescent treatment and engagement in treatment among a sample of community-referred ethnic minority families with unmet behavioral health needs. Overall, findings indicated that the majority of families perceived a need for treatment, with different factors influencing adolescents' versus caregivers' perceived need for treatment. Interestingly, perceived need for treatment was not associated with With the exception of alcohol and marijuana use disorders, mean adolescent-reported PNT scores were significantly higher among adolescents meeting diagnostic criteria for each disorder compared to mean PNT scores for those who did not meet diagnostic criteria (p's < .05). Mean caregiver-reported PNT scores were significantly higher for those who reported that their child met diagnostic criteria for all three externalizing disorders compared to those whose children did not meet diagnostic criteria (p's < .001). treatment engagement among this sample. Family factors (i.e., low family cohesion, and high family conflict) predicted whether adolescents believed they needed services, whereas adolescent clinical factors (i.e., internalizing and externalizing symptomatology) predicted whether caregivers believed this. Contrary to hypotheses, neither family nor adolescent characteristics predicted whether adolescents completed intake or attended a first treatment session. Prior research has demonstrated that there is low concordance on perceived need for treatment among racial/ethnic minority youth and their caregivers and has led researchers to advocate for consideration of both adolescent and caregiver perceptions of treatment need (e.g., Williams et al. 2011) . Findings from the present study provide further rationale for this consideration. Discordant predictors of perceived treatment need between adolescents and their primary caregivers may be a result of family contextual stressors that drive breakdowns in communication, strained and contentious relationships, and differing perspectives about the family unit's primary "problem". These findings may demonstrate that caregiver perception of treatment need is congruent with the symptom-focused approach typically taken by clinicians when evaluating adolescent emotional and behavioral problems. Alternatively, it may be that adolescent externalizing behavior is often disruptive to the environment and more observable and troubling to caregivers than are family stressors, which may be perceived by caregivers as normative while youth move through adolescence (Arnett 1999 (Arnett , 2014 . In either case, these findings suggest that caregivers' perceived need for treatment is related to adolescents' clinical symptoms.
Dx diagnosis, PNT perceived need for treatment
This association may also be driven by higher sensitivity among economically disadvantaged racial/ethnic minority caregivers to the high-stakes consequences of their children's externalizing problems (e.g., legal involvement, detention) (Marrast et al. 2016 ) and may accordingly seek professional help to preempt such circumstances. Although in the present study economically disadvantaged families were less likely to engage in treatment, they were not less likely to perceive a need for treatment. This discordance suggests that substantial barriers to treatment may exist for those who are economically disadvantaged, even when their perceptions of need are strong. Compared to caregivers with more social capital, these caregivers may be less able to help their children avoid system involvement and protect them from the cascade of life-altering events that can often follow severe externalizing behavior. There is a host of research showing that African American youth with emotional and behavioral problems are more likely to end up in the juvenile justice system than White youth (e.g., Davis and Sorensen 2013; Desai et al. 2012) . Interpreted this way, these caregivers' perceived need for treatment may be influenced not only by adolescent clinical factors, but also by interactions among the individual, family, beliefs regarding mental health and help-seeking, and broader systemic factors. Testing such interactions was beyond the scope of this study, but should be considered in future studies examining predictors of treatment need and engagement. The finding that adolescents' perceptions of treatment need were predicted by family factors supports prior research suggesting that caregiver and family factors such as parental psychopathology, living in a one-parent family, changes in family composition, and family conflict are particularly observable and troubling to youth and can lead to increased behavior problems (Murray and Farrington 2010) . Interestingly, the literature is inconclusive on the role of adolescent clinical factors on adolescents' perceived need for treatment. Despite the high levels of externalizing disorders among the sample in the present study, this behavior itself was not predictive of perceptions of treatment need; instead, microsystemic problems within the family unit were more likely to signal treatment need.
Although the majority of participating families perceived some degree of need for treatment and attended an initial intake session, less than one-third of families in the study attended any treatment sessions beyond this. Although these numbers are in line with other studies examining treatment engagement (McKay et al. 2005) , this finding is concerning given that research staff in the current study dedicated substantial time to implementing linkage procedures that were specifically designed to remove many of the common logistical barriers that often prevent families from enrolling in outpatient mental health treatment. Prior research has identified client-centered and family-level predictors to adolescent treatment engagement, including gender, clinical impairment level, family poverty, caregiver and family stress, effectiveness of parental discipline, and family cohesion and organization (Gopalan et al. 2010) . In the present study, however, neither adolescent clinical symptomatology nor family factors (i.e., cohesion, conflict, parental containment) significantly predicted intake or treatment attendance. This inconsistency with prior literature may be due to the fact that youth and their families who agreed to participate in the present study were not actively seeking treatment at the time of study recruitment. This may have led to reduced motivation to make progress in fully engaging in treatment and should be further explored in future research examining barriers to navigating through the various steps involved in the treatment seeking process.
During the intake process, families likely learned of the commitment (e.g., time demands) and possible costs (e.g., transportation) that attending treatment requires. These and other barriers to treatment, including contextual barriers (e.g. crises at home, community violence), and agency barriers (e.g., time spent on waiting lists, scheduling of appointment times) may prevent families from utilizing services (Ingoldsby 2010; Mojtabai et al. 2011 ). In addition, prior research has noted that perceived barriers related to caregiver attitudes regarding help-seeking (e.g., having to give too much personal information in treatment), perceptions of treatment relevance, and the potential helpfulness of care are also important to consider (Boulter and Rickwood 2013; Lindsay et al. 2013) . On top of these, the stress associated with lower income status, negative life events, family stress, and difficult living circumstances further decrease the likelihood of racial/ethnic minority families using treatment services (Williams et al. 2010) .
Study Strength and Limitations
Methodological strengths of this study include (1) an innovative sampling strategy that directly recruited typically hard-to-engage ethnic minority youth with significant unmet behavioral health needs, (2) collection of multidimensional diagnostic-based perceived need data from both adolescents and caregivers, and (3) findings that are generalizable to the larger population of urban ethnic minority youth with unmet treatment needs, which encompasses the vast majority of inner-city youth with clinical disorders. In addition, the incorporation of linkage to appropriate behavioral services and tracking of engagement in treatment are valuable additions to the literature base on help-seeking, which to date, primarily relies on either retrospective studies or those that ask youth what they would do if they needed help in the future. This study attempted to building on existing literature by breaking down the help-seeking pathway to adolescent treatment in order to gain a better understanding of factors that facilitate and hinder behavioral service initiation. Despite these strengths, a number of limitations warrant mention. First, although this study contributes to a more nuanced understanding of perceived need for treatment and engagement in treatment, there may be other, unmeasured constructs that account for some of the variance in these outcomes. In particular, measures of attitudes, beliefs, and stigma about mental illness or behavioral health treatment may strengthen future studies that aim to assess treatment seeking and attendance. To date, research examining the effect of beliefs about mental illness and associated stigma on treatment seeking and adherence has found that stigma and inaccuracies in knowledge about mental illness are associated with less treatment seeking (Pescosolido et al. 2007) and treatment non-adherence (Corrigan 2004; Sirey et al. 2001) , even over and above gender, race, and sociodemographic effects (Pescosolido et al. 2007 ), but the strength of these relationships differ based on type of mental health problem (Angermeyer and Dietrich 2006) . In addition, findings do not address motivations for treatment attendance or barriers to treatment seeking or retention. Inclusion of these factors in future research may shed additional light on the high proportion of ethnic minority youth with persisting unmet treatment needs.
Second, while the demographics of the study sample are highly representative of populations from which referrals were solicited, selection biases were undoubtedly at play. Of referred families, those who were unable to be reached by research staff (32%) and those who refused to participate (20%) skewed toward being younger, non-school referred, and male. In addition, it is possible that youth from these uncontacted and refusing families had significantly differing levels of behavioral health problems, perceived need for treatment, and social capital. Third, adolescents who met diagnostic criteria for an internalizing disorder, but not an eligibility-determining externalizing or substance use disorder, were excluded from the randomized trial and thus are not represented in the study sample. Future studies of adolescents with unmet treatment needs may yield somewhat different perceived need results if they elect to use samples of adolescents with only internalizing disorders. Finally, the linkage procedures, which were determined to be essential for helping as many families as possible engage in treatment, may have impaired the capacity to study the natural course of treatment engagement for this sample, and thus the capacity to ascertain how various factors, including perceived need for treatment, might impact the "natural" engagement process.
Implications for Clinical Practice and Policy
Findings from this study can inform policy and practices of engaging minority adolescents with unmet treatment needs in the treatment-seeking process in several ways. Because adolescents tend to seek treatment for external concerns, rather than behavioral symptoms, family issues (e.g. conflict, cohesion, and functioning) may be optimal targets for motivational interventions designed to promote treatment readiness for youth. Indeed, study findings indicate that adolescents who perceive a need for treatment are likely to perceive the family environment as particularly stressful. By focusing on family issues, (a) gateway providers (e.g., caregivers, guidance counselors) may be more successful in demonstrating treatment needs to youth and connecting them with treatment and (b) treatment providers will likely be more successful in establishing rapport, alliance, and treatment plans. Treatment providers may gain additional traction by providing education regarding the nature and prevalence of behavior problems early in the treatment process, given that study findings indicated that clinical factors did not play a role in predicting perceived need among this sample.
Given the lack of concordance in perceived need between adolescents and their caregivers and their different predictors of perceived need, therapists working with adolescents should consider assessing and highlighting these potentially differing perceptions of presenting problems to assist with treatment planning, retention, and improved clinical and family outcomes. It may be that changes at the agency and therapist level can improve service delivery to this population, despite differing perceptions of treatment need among family members. Findings from this study indicate that linkage to treatment remains important throughout the clinical intake process and early in treatment. Beyond this initial support, more intensive outreach between visits, including reminders about upcoming sessions via telephone, e-mail, and text message to both caregivers and youth, may be beneficial. Other studies show that treatment engagement interventions focused on the complex array of barriers to starting and staying in treatment greatly influence attrition (Becker et al. 2015) .
Many impoverished urban communities demonstrate mistrust of outsiders, including providers of mental health services; therefore, therapists' cultural competence is an integral part of effectively working with this population (Huey et al. 2014) . In particular, implementation of agency-wide trainings on culture-specific barriers to treatment and cultural perspectives on mental healthcare may help therapists and administrators work with and engage families during the intake process. In addition, collaborative research efforts between consumers from these communities and researchers hold considerable promise for addressing issues such as creating alliances, increasing relevance of services, and combating barriers to treatment.
